Disorders of dieting
Keywords: obesity; eating disorders; misuse of food How many people have you encouraged to eat less for the sake of their waistline? Indeed, have you tried to 'diet' yourself? A majority of women and an increasingly large minority of men try to control their shape or weight by altering their eating.
The worrisome impression is that, even if these efforts get off some unhealthy overweight, it seldom stays off. Even more disturbing are suggestions that ordinary dieting helps to make you fat and that excessive or emotionally tangled efforts can lead to 'the slimmer's disease', a syndrome of self-starvation with a loathing for normal fleshiness that psychiatrists call anorexia nervosa. Dieting has equally been implicated in another eating disorder that has emerged in recent years, bulimia nervosa; this involves frequent large or uncontrolled binges on food, with the same disgust at fatness but a normal or excessive body weight.
The Forum therefore held a meeting to consider disorders of significance to health that may arise from such uses or abuses of food. A large contingent of students attended by special arrangement, as well as the wide range of practitioners and research workers from the health-related sciences usually seen at this Forum. As appropriate to this topic, the speakers represented an unusual strength of interest in the behavioural sciences.
'Does dieting do more harm than good?' was the question posed to start the day. The organizer for the Steering Committee, Professor David Booth (Psychology, University of Birmingham) put the argument that potential for harm would be much reduced if we broke up current conventions of 'dieting', by uncoupling the link between slimness and self-esteem, especially among women. He argued for a reorientation offood choices, eating practices and indeed clinical treatments away from short-term weight loss and towards changes in lifestyle needed for permanent weight control.
The main papers of the day dealt with the role of dieting either in the control of obesity or in the extreme disturbances of behaviour and emotions in relation to food. The eating disorders were considered first, under the expert chairmanship of Professor Arthur Crisp. Dr Hubert Lacey (Reader and Head of the Adult Psychiatry Section at St George's Hospital) spoke about his clinical studies of bulimic patients and also of women with alcohol problems. A minority of both groups abuse drugs as well as food and alcohol. Each behaviour fluctuates in frequency or intensity but is underpinned by the same impulses. Such multi-impulsive behaviour is extremely difficult to change. Lacey regarded a focus on each disorder separately as very unsatisfactory and mooted a combined and eclectic approach.
Dr Gerald Bennett (Clinical Psychology, East Dorset HA) also considered emotional factors common to abuses of foods and of drugs. In many of those suffering from such problems, distressed feelings and stressing incidents playa major role in maintaining the disordered behaviour. The guilt or the dispiriting effect of a lapse from a diet can stimulate a paradoxical breakdown of dietary restraint, sometimes perhaps the origin of recurrent binges. The likelihood of frequent binges or of persistent rejection of food can be reduced by identifying triggering external situations or lines of thought and learning how to avoid the triggers, how to react differently to them or how to endure the unpleasant feelings without losing control.
Slimmers often hope that their stomach will get 'smaller' and so make small meals easier. In anorexia nervosa, the severe restriction of intake might well indeed give a stronger sense of fullness from a small meal because the rate at which food empties from the stomach is slowed, as observed scintigraphically by Dr Paul Robinson (Psychological Medicine, King's College Hospital). He suggested that this might of itself further reduce food intake and exacerbate the clinical condition. Gastric stasis and oesophageal reflux have been observed in bulimia nervosa, which may worsen that condition by making it easier to vomit. The emotional consequences of eating for such patients are evident in the way consumption of a meal raises their ratings of sadness or fatness. Robinson finds that these affective reactions to the meal then decline with ratings of fullness and with the gastric emptying curve.
Dr Peter Cooper (Experimental Psychology, University of Cambridge) returned to the emotional origins of binges in bulimia nervosa. He noted similarities to the dysphoric mood states that precipitate overeating in dieters but considered that these were more relevant to ordinary lapses from dietary self-restriction than to bulimic episodes in severely disturbed individuals. He argued that bulimia was far rarer than estimated from questionnaire responses, because what many call a 'binge' is not as emotionally intense, large in size or frequent as binges in the full syndrome. The 1-2% of women having true bulimic episodes in Cooper's view will have dieted like a majority of women but this restraint of intake has interacted with other unknown factors to produce serious disorder.
Professor John Garrow (Human Nutrition, St Bartholomew's) opened the afternoon session on obesity, speaking as a physician for whom dieting is the cornerstone of treatment. He countered a recent statement that there was little evidence that the common mild degree of obesity has any risk to health. He pointed out that there is clear risk to young adults of both sexes at 30 kg/m'' and so people above 25 or 27 kg/m 2 should at least try to prevent further weight gain. Permanent weight loss is always a possibility and the risks from attempting weight reduction by a proper reducing diet were nil.
In discussion, the question was raised whether repeated weight loss and regain was benign, either psychologically or even physiologically. Years of unsuccessful effort were a misery if not worse, while cycles of dieting might in theory lead to an increased proportion and less healthy distribution of fat in the body.
The final talk was by Dr Alan Blair, speaking for the Birmingham Psychology group. He outlined the proposal that the satiating effects of a drink and/or a biscuit or confectionery consumed between meals are unlikely to moderate intake at the next meal and so such a habit can contribute to insidious weight gain. He presented two recent sets of supporting evidence. There were two distinct patterns of liking for sweetness in foods -a sweet tooth for drinks and foods common in snacks and desserts and a liking for sweeter fruit and vegetables; this suggests that many people become 'addicted' to socially accepted habits that could have dire consequences for those vulnerable to weight gain. Secondly, in retrospective reports, success at losing weight and particularly at keeping it off was associated with the avoidance specifically between meals offood items and drinks containing fats and other energy.
To conclude the afternoon, the chairman, Professor Philip James (Director of the Rowett Research
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Tinted spectacles I was most interested in the report of Howard and Valori (October 1989 JRSM p 606) which confirmed that the wearing of tinted spectacles was a valid indicator of psychological distress. In their report psychoticism and paranoia were found to have the lowest median score effect of the SCL primary symptoms dimensions. I have recorded seven psychiatric patients, in whom the intermittent wearing of sunglasses in inappropriate conditions (eg indoors) has been pronounced during relapses of functional psychosis. All were suffering from bipolar affective disorder and were in the hypomanic or manic phase.
While tinted glasses may advertise the neurotic's frail sensibilities, I have considered different explanations in this psychotic sub-group. (a) Paranoid behaviour which protects the patient from searching glances, (b) diminished visual sensory input in the setting of disturbed and increased arousal and (c) grandiosity (ie, sunglasses are 'cool').
Perhaps in psychiatric illness generally, the eyes are even more truly 'the window of the soul'.
M G SMYTH

Registrar
All Birmingham Training Scheme I was pleased to see the paper by Howard and colleagues (October 1989 JRSM, p 606) which confirms my own clinical observation over several years.
In my experience, though, it is not only the tinting but the colour of the tint which is important. Dr Howard's paper does not mention this, but I believe these findings apply particularly (and perhaps only) to blue rather than brown tinted lenses. I suppose this is because the blue ones give you an outlook on life Journal of the Royal Society of Medicine Volume 83 March 1990 197 Institute) led a lively discussion of weight reduction in its physiological and psychological aspects. Slow weight reduction was the wisest course, rather than severer dieting. Garrow noted that, however sincere a slimmer may be in the conviction that caloric intake is below expenditure, this flies in the face of basic physics when no weight is being lost. Booth reiterated the prospect of long-term benefit from eliminating the conventional and unemotional habit of consuming even small amounts of energy between meals.
D 'In theatre one the great man is performing the operation which made him famous. In theatre two his registrar is doing the same operation with less fuss and more skill, while in theatre three a gangster is engaged with joyful ferocity in wrecking the inguinal canal'.
The article has a plea for herniorrhaphy to be performed by experienced surgeons rather than be relegated to juniors. Coming so soon after Blalock's visit to Guy's it was deeply controversial in its thesis that more good would come from careful repair of hernias 'than turning blue babies a slighly lighter hue'. Mr R C Brock, as he then was, was not amused by Sir Heneage's polemic. I was dresser on the Ogilvie-Atkins firm at the time. B H BASS Tenerife Thrombolysis for acute myocardial infarction
We read with interest the report by Dalton et al: (July 1989 JRSM, p 394) . The authors state that a time limit of 6 h from onset of symptoms to thrombolytic treatment was chosen for the study, although no rationale is given for this choice of time interval.
We would like to draw your attention to the findings of the ISIS-2 trial! which, published in full only after the St Helier Hospital Study was completed, demonstrated a highly significant reduction in mortality in patients treated up to 24 h after the onset of chest pain. The reductions in mortality in patients treated with streptokinase infusion in combination with aspirin compared with placebos were 32% (2P<0.OOOl)
